Dear Editors,

We read with great interest the recent article of Horst and Laprade "Anatomic reconstruction of chronic symptomatic anterolateral proximal tibiofibular joint instability" \[[@CR2]\]. The authors are to be complemented on a well-written and well-illustrated report of an operative technique with good results in two cases. The authors conclude that an anatomic reconstruction of the proximal posterior tibiofibular joint may be considered for patients with chronic, symptomatic proximal tibiofibular joint anterolateral subluxation. We would like to place some remarks that we feel should be discussed before accepting the above-mentioned conclusion.We will emphasize as already mentioned by the authors that there are 4 different types of instability, and the most frequent type (67%) is the anterolateral dislocation \[[@CR4]\]. This type is mostly caused by a hyperflexion trauma of the knee with plantar flexion and inversion of the foot. In this type of injury, there is a rupture of the posterior and anterior capsular ligament and there could also be an injury of the lateral collateral ligament. These are the main stabilizers of the tibiofibular joint. Ogden identified two variants of the proximal tibiofibular joint, horizontal (coronal plane) and oblique configurations \[[@CR4], [@CR5]\]. The horizontal proximal tibiofibular joint lies in the coronal plane and, with a larger articular surface and greater mobility, is more flexible and theoretically more resistant to rotational forces tending to cause fibular dislocation \[[@CR4], [@CR5]\].Peroneal nerve and ankle injuries can occur concomitantly with anterolateral proximal tibiofibular dislocation \[[@CR10]\]. Evaluation of the distal syndesmotic ligaments and the interosseous membrane is advisable because the mechanism of trauma can cause a disruption of the distal tibiofibular syndesmosis \[[@CR3], [@CR10]\]. In cases of syndesmotic instability, prompt stabilization of the distal tibiofibular joint is advocated \[[@CR10]\]. An associated transient peroneal palsy is commonly seen in types II, III, and IV \[[@CR7], [@CR10]\]. In more rare cases, disorders at the proximal tibiofibular joint can be a possible cause of referred pain proximally \[[@CR9]\].In the two cases described, 3 months of physical therapy with an emphasis on knee strengthening was ineffective. We would suggest that 6 months is a more appropriate duration of non-operative treatment. We also think there are more non-operative options for patients with chronic instability which can be considered like modifications of a patient's activity level and training programs, utilization of a supportive strap, lower leg strengthening, and modifications in the lower kinetic chain biomechanics \[[@CR6]\]. A supportive strap placed 1 cm below the fibular head can offer relief in many cases. Care should be taken not to apply the strap too tightly or for too long, as this could cause peroneal nerve palsy. The strap should be worn during activities that cause the symptoms \[[@CR6]--[@CR8]\]. Strengthening exercises should consist of:Strengthening of lateral and rotational stability and coordination on a balancing disk or a trampoline.Stretching exercises for m. biceps femoris, m. soleus, and m. gastrocnemius.Strengthening exercises of the peroneal muscles with a dynaband. The affected foot is moved in eversion against the resistance of the band. It is important to avoid activities involving hyperflexion of the knee \[[@CR1], [@CR6]\].We agree with the authors that the ideal treatment for patients requiring surgical intervention has not been well defined. As this is a rare problem, there is a lack of data and no large series are available concerning the outcome of the different treatment possibilities \[[@CR5]\]. The reader should also be aware of the technique described in our previous article using screw fixation \[[@CR8]\]. The advantage of this technique is that it is much less invasive and less extensive and requires only a minimal incision compared to the technique of the Horst and LaPrade \[[@CR2]\] and other ligament reconstructions. For all techniques described, the preliminary results are good, but the surgery is technically demanding, with large incisions and extensive soft tissue dissection and the risk of damaging the common peroneal nerve \[[@CR10]\]. We performed a temporary screw fixation (3--6 months) of the proximal tibiofibular joint and a release of the peroneal nerve. In general, the results in our series (\>10 athletes) performing this "more simple" technique are good. The disadvantage of this technique is the need for screw removal as it is known that arthrodesis of the proximal tibiofibular joint causes increased rotational forces in the ankle and often leads to pain and instability of the ankle joint \[[@CR4], [@CR5]\].

In summary, we agree with Horst and Laprade that an anatomic reconstruction of the proximal posterior tibiofibular joint may be considered for patients with chronic, symptomatic proximal tibiofibular joint anterolateral subluxation, but we think there are other less extensive alternative surgical options. A comparative study should answer this last question. We would be interested to further discuss this with the authors.
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